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the elliptical space made raw for the reception of the overturned flap. 
The latter was then stitched over the fistula by two rows of fine con¬ 
tinuous catgut; one row on the edge of the orifice tacking the sur¬ 
face of the flap at the circle of denudation, and the second on the 
outer edge of the flap fastening it to the outlying tissues. 

The skin on either side of the neck was then undermined and 
slid over the flap mentioned, so as to meet directly over its centre. 
A lateral slash, i 3 /, inches away, was necessary to relieve tension, and 
served to admit a drainage tube. 

Antiseptic compresses were applied and the sponge removed from 
the larynx by the mouth. The patient made a very comfortable re¬ 
covery with primary reunion throughout. The tracheal tube was 
removed on the fifth day, and he was allowed to talk at the end of a 
week. He left the hospital with a perfectly solid larynx—and excellent 
phonation, which has been maintained. 


CASE OF RUPTURE OF GALL BLADDER: CHOLE¬ 
CYSTECTOMY: SUBSEQUENT OBSTRUCTION 
OF COMMON BILE DUCT BY OVER¬ 
LOOKED IMPACTED CALCU¬ 
LUS: DEATH. 

By ARCHIBALD DIXON, M.D., 

OF HENDERSON, KY. 

O N the night of August 20th, 1S86, a white male, ast. 32, while 
in a state of intoxication, fell from the third floor of a hotel to 
the cellar, through the shaft of the elevator. He was taken up in a 
comatose condition and carried to his room, where I found him a short 
time after the accident. He had rallied somewhat, but was vomiting 
and suffering profoundly from shock, with some symptoms of concus¬ 
sion—a hypodermic of morphine, '/s g T -> and atropia, gr. was 
administered, and in a short time he had sufficiently revived to be able 
to speak. He had no recollection of having fallen through the eleva¬ 
tor shaft, but complained of intense pain in the back and loins and 
over the right hypochondrium. 

Examination revealed a dislocation of the ninth and tenth ribs of the 
left side, and fracture of the spinous process of the tenth dorsal ver- 
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tebra. The back, and the left lower extremity were badly bruised and 
contused, but no other fracture or dislocation was discoverable. On 
the morning of the 21st, the patient complained of abdominal pains, 
occasionally accentuated over the right hypochondrium—temp, ioi 1 /, 0 
with corresponding pulse of fair strength—slight tenderness over the 
abdomen, but not more than could have been expected under the cir¬ 
cumstances. No material change occurred in his condition, until the 
morning of the 28th, when the temperature was found to be 103°— 
abdominal tenderness almost entirely confined to the right lumbar re¬ 
gion, with moderate tympanites over the entire abdomen. A careful 
examination revealed a slight enlargement with dulness on percussion, 
a little to the right and above the caecum. Thinking that perhaps I 
had a perityphlitis to deal with, and the sudden rise of temperature, 
accompanied by rigor, making it probable that pus had formed, an as¬ 
pirating needle was introduced, and a quantity of red, yellowish fluid 
withdrawn, having much the appearance of bile. The question pre¬ 
sented itself as to whether this fluid was composed of disintegrated 
blood and peritoneal serum, or was it bile. The solution of the ques¬ 
tion was arrived at by tasting the fluid, which was undoubtedly bile. 

It was now evident that, in the fall, the patient had sustained a rup¬ 
ture of the gall-bladder, or of one of the bile ducts, with probable 
fracture of the liver, and the escaping bile had passed down along the 
posterior border of the ascending colon—extra-peritoneally—to the 
point of aspiration. An exploratory operation was decided upon and 
w'as made the afternoon of the same day (August 2S), Dr. A. R. Jen¬ 
kins assisting me. 

An incision was made, after the method of Langenbuch, twelve or 
fifteen centimetres in length along the external border of the rectus 
abdominis; this was met by a second incision along the lower margin 
of the ribs—ten centimetres in length, extending towards the ensiform 
cartilage—the peritoneum was opened and a tumor of hyperplastic 
connective tissue, deeply tinged and saturated with bile, the size of a 
hen’s egg, was brought into view—the gall-bladder was found com¬ 
pletely collapsed and imbedded in this neoplasm which was underneath 
and external to the peritoneum. 

The connection between the colon and the retro-peritoneal portion 
of the duodenum was broken up and the ducts exposed ; the integrity 
of these was not destroyed, and a sufficiently careful search was, pre¬ 
sumably, made for any stone or stones which might lie within them; 
none were found. The gall-bladder was now separated from the liver 
and it was found that the rupture was of such a character, as to render 
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extremely doubtful the chances of its successful repair and it was 
decided to remove the gall-bladder entire. Accordingly the cystic 
duct was ligated with heavy carbolized silk, and the gall bladder re¬ 
moved, partly by cutting and partly by the Paquelin cautery; the 
adjacent tissues were brought over the stump and stitched with car¬ 
bolized catgut. The external wound was closed by deep peritoneal 
(catgut), and superficial sutures (silk), dusted over with iodoform and 
covered with cotton wool, a binder over all. It is unnecessary to go 
into detail, but it suffices to say that, the strictest antisepsis, so far as 
in our power lay, was maintained throughout, the peritoneal cavity be¬ 
ing protected by sterilized sponges wrung out of warm carbolized 
water. The patient suffered much from shock and nausea, vomiting a 
dark grumous looking fluid—the nausea, in all probability, being 
largely due to ether—and did not fully react for over an hour. The 
patient did fairly well—temperature, morning after the operation, 
101 1 /° 1 and it did not reach above this point, until September 7, ten 
days after the operation, when it marked 103° in the evening. The 
dressing was removed on the 6th, and the wound found to have healed, 
prima in tent tone. On September 6, the day the wound was re¬ 
dressed, a slight diarrhoea was noticed, which had much increased on 
the 7th notwithstanding, active measures had been taken to suppress 
it. This diarrhoea was greyish in color, desquamative, slightly puru¬ 
lent and distinctly acholic in character, the actions, towards the last, 
becoming large and involuntary. 

Slight icterus had been noted previous to the inauguration of the 
diarrhoea, which increased in intensity, day by day, until the patient 
was thoroughly and completely jaundiced. Death took place Septem¬ 
ber 14, seventeen days after the removal of the gall-bladder and 
twenty-five days from the date of the accident. 

The post-mortem was made nine hours after death by Dr. Jenkins 
and is given by him as follows: 

Obductio cadaveris. Patient small of figure, intensely jaundiced 
and much emaciated. Inspection of abdomen showed a recently cic¬ 
atrized wound, corresponding to that described in the foregoing text. 
Section from chin to pubes ; connective tissue, fat and muscles of ab¬ 
domen pale and anaemic. Abdominal cavity being opened, the intes¬ 
tines and omentum appeared anaemic. The former tympanitic in the 
highest degree. There was nothing abnormal in the quantity or qual¬ 
ity, apparently, of the peritoneal serum, the entire cavity being guilt¬ 
less of bile stain save at the point of wound. The omentum was ad¬ 
herent to the ascending colon and the small intestines on the entire 
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right side, by new hyperplastic tissue, and connected closely to the 
parietal peritoneum at the situation of the wound. Section through 
the cicatrized parietal wound revealed the catgut in situ and unchanged. 
The stum p of the cystic duct was found lying as left, and encapsulated 
with bile colored hyperplastic connective tissue. Catgut unchanged. 
The ductus choledochus and hepaticus were greatly distended. The 
duodenum was laid open and pressure made on the distended gall 
ducts, with negative result; there was no coloration of the lumen of 
the gut by bile and the orifice of the common duct was with difficulty 
found. Just above the orifice a hard body was felt, contained within 
the duct, which on being opened permitted two calculi, the size of fil¬ 
berts, to be removed. The interstitium of the duct was callous and 
thickened by a connective tissue proliferation throughout its entire ex¬ 
tent and appeared impassible to the stones, although the point of a 
small myrtle leaf sound passed below into the gut, the condition simul¬ 
ating, in a marked degree, callous stricture of the male urethra. One 
ulcer ( ulcus decubitus) marked the site of the foremost concrement. 
Section through liver showed deep bile staining of parenchyma, 
(icterus viridis), (individual cells were also stained), (slight stanungs 
leber). Colossal dilation of all gall ducts, both large and remote, con¬ 
taining a stringy, gelatinous fluid (hydrops duct, bilifer). Medium 
grade of nutmeg atrophy. No evidence of traumatism. Intestinal 
contents throughout grey, gassy and purulent, loaded with desquama¬ 
tive epithelium ; the mucosa of the entire tract had the appearance of 
having been scoured. No ulceration. Slight grade of nephritis par- 
enchymatosa. Several embolic (?) haemorrhagic infarcti. Coagulative 
necrosis, ( arteriola recta and cortex). The bile was found to have 
dissected down the ascending colon to the point of aspiration and be¬ 
low the carcum into and through the fascia iliaca and transversa, 
around Poupart’s ligament. 

The section was made under unusual difficulties and no proctocol 
was taken, and this description prepared, for the most part, from mem¬ 
ory.” 

The post-mortem revealed the cause of this jaundice by the ob¬ 
struction to the common duct. As mentioned, in the foregoing, a 
presumably sufficient search was made within the gall bladder itself, 
and also along the ducts, for any stone or stones, but none were 
found. I now think that the calculi were within the gall bladder at 
the time of its rupture, and were, perhaps, forced out of it and down 
into the common duct, so far as to have been overlooked. I regret very 
much that the stones were not found and removed, thereby giving 
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the patient a much better chance for recovery. At the time the 
icterus made its appearance, the propriety of opening up the external 
wound, and, if possible, removing the obstruction to the flow of bile 
into the intestines was canvassed, but thinking the occlusion due to 
some inflammatory process which might possibly subside in a few days 
it was deemed best to wait. Getting down to the duodenal connec¬ 
tion of the common duct, is a matter of more difficulty than would 
seem, and those who attempt it will, perhaps, realize the truth of the 
assertion. Experience is a bitter teacher, but she teaches well. Per¬ 
haps the most remarkable feature of the case was the fracture of the 
gall bladder and the escape of the bile along the posterior border of 
the ascending colon, extra-peritoncally. This was proven beyond a 
doubt by the post-mortem find. 



